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SECTION 1. Instructions

“BHIP

Administered by Physicians Health Plan

Complete the application in black or blue ink.

Answer all questions completely. Incomplete applications may delay the eligibility determination

process.
Choose a Plan option

Sign and date the completed application.

Review the “check list” (section 10) at the end of this application to ensure you provided all of the

required information for PHP to review and process your application.

SECTION 2. Applicant Information

Last Name First Middle Gender Telephone Number
w L 0O () -
Street Address City State ZIP Code Date of Birth (Mm/DD/YY)

Social Security Number

Marital Status

Widower

D Single D Married D Divorced D Separated D Widow D

Email Address:

SECTION 3. Enrollment Information

Please answer “yes” or “no” to the following questions, and list any pre-existing conditions.

1.

©® N o0k

Are you a resident of the State of MiChigan?.............ccoovii i, [ ves Clno
F N (Y o TN =001 o] (0] /= To [P PP PR PPPIP [ ves Lo
2.a If so, does your employer offer COVerage?..........cccovvvieiieieiiieenee e [ ves Clno
2.b If 50, are you eligible fOr COVEIagE?........ccoviiiiiiiieieieieieiee e [ Jves [ Ino
Are you eligible for coverage under your spouse’s employer?.............cc.cccovvueverevernen. [ ves L no
If you are under the age of 26, are you eligible for insurance by a parent?.................... Cves L no
Have you been uninsured for at least 6-MONthS?..............cccovcueveeueeereeesreeeieeeereeeeeneen, [ ves L no
What was the last date you had inSUrance COVErage?.........cuuviuurieeiiiieeeeeiiiieee e A
Why did you lose that coverage?
Have you tried to get Other COVEIAgE? ........covruveveeeeeeeeeeeeeeeeeeee e [ ves L no
Are you a U.S. Citizen or national of the United States, or lawfully present in the U.S.?  []ves [1no
For health reasons, has a carrier refused to issue creditable coverage within the
o1V 01U ST ] 11 13RS [ ves Lo
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SECTION 4. Information about Your Medical Condition or Diagnosis
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SECTION 5. Information about Other Coverage

Administered by Physicians Health Plan

To be eligible for this coverage, you must have been without other health coverage for at least 6 months
from the date of this application. At any point in the past 6 months, have you had any of the following

types of coverage? You must answer each question.

Yes No

] [[] Medicare (Part A and/or Part B)?

] [] Medicaid?

] [] Children’s Health Insurance Program? (MIChild)

[l ] A group health plan that includes benefits that constitutes creditable coverage, or COBRA
benefits?

] [] Individual Health Coverage?

] [[] TRICARE (military health insurance)?

] ] Health coverage provided by a public health plan established by a state, the U.S.
government such as coverage provided to veterans enrolled in VA health care or foreign
country?

[l [] FEHBP (health insurance for Federal employees or retirees), including Temporary
Continuation of Coverage (TLC)?

Il [l Health benefit plan provided to Peace Corps workers?

] [[] Services provided by the Indian Health Service or by a Tribe or Tribal organization for
treating your medical condition?

] [] Services through a Michigan County Health Plan?

SECTION 6. Employer Information

PHP will contact any employers listed on this application for the purpose of verifying employment and

insurance information.

Employment Status:
[lEmployed Full-Time [_JEmployed Part-Time (Hours/week) [1Self Employed [ JUnemployed

Does your employer offer health coverage? [IYes [INo

If yes, why are you not covered on your employer-sponsored health coverage?

Employer Name Employer Address/Phone number

Spouse Employer Name Spouse Employer Address/Phone number
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SECTION 7. AGE SPECIFIC RATES and HIP PLAN OPTIONS
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SECTION 8. Verifying Your Understanding of this Application and Signing It.

1. | understand until HIP Michigan approves my application and the full amount of the first month’s
premium is paid, | understand no coverage will be effective.
2.l understand that | have subject to disenroliment and possible prosecution to the extent allowable

under state and federal laws if this information is false, fraudulent, or contains intentional
misrepresentation of a material fact.

3. | understand it is my responsibility to inform HIP Michigan of any changes that may affect my
eligibility, including any health insurance coverage that | may get in the future.

4. | understand that, if | move out of the HIP Michigan service area, | must notify HIP Michigan so that |
can disenroll.

5. I understand that if | voluntarily disenroll from HIP Michigan or if | am disenrolled involuntarily (for

example, for failure to pay my premium on time), | may not re-apply for enrollment until at least 6
months after my coverage ends.

6. | understand and agree to allow HIP Michigan to contact any employers and insurers listed on this
application for the purpose of verifying employment and insurance information.

7. lunderstand that | am responsible for all medical costs of services not covered by HIP Michigan.

8. | understand that a medical examination may be required to determine whether | am eligible for
coverage.

9. | understand that, by signing below, I certify that all information and documents provided as part of

this application for coverage is complete, accurate, and true to the best of my knowledge and belief.

Signature Today’s Date

If you are a parent or legal guardian or an authorized representative of the person applying for
coverage, you must sign above and provide the following information:
Full Name Telephone Number with Area Code

Mailing Address

City State Zip Code

Check Your Relationship to the Person Applying for Coverage:

[parent [] Authorized Representative ] Legal Guardian

Refer to the Checklist section 9 to make sure your application is complete.

NOTE: Upon receipt of your application, you will receive a confirmation letter from PHP within 10
business days from the date your application has been received. Contact PHP Customer Service at
1.877.459.3113 if you do not receive a confirmation letter within the 10 days.
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SECTION 9. How You Heard about HIP Michigan (Optional)
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SECTION 10. Checklist for Submitting Your Application
You must provide copies of the following information with your application.

Michigan Residency: all applicants
O ™I Driver License, or
O ™I State Identification Card

Citizenship or Lawful Presence Verification: all applicants
Citizenship:
] Birth Certificate indicating U.S. as birth nation or

Lawful Presence Verification: any one or combination of: where applicable

[-327 (Reentry Permit)

[-551 (Permanent Resident Card)

I-571 (Refugee Travel Document)

I-766 (Employment Authorized Card) accompanied by either the 1-94 and an Unexpired Foreign
Passport or an |-797 (Notice of Action)

Machine Readable Immigrant Visa (with Temporary 1-551 Language) affixed to Unexpired Foreign
Passport

Temporary I-551 Stamp (on passport or 1-94) affixed to 1-94 or Unexpired Foreign Passport

[-94 (Arrival/Departure Record) with Unexpired Foreign Passport

Unexpired Foreign Passport

[-20 (Certificate of Eligibility for Nonimmigrant (F-1) Student Status) accompanied by 1-94 and
Unexpired Foreign Passport

DS2019 (Certificate of Eligibility for Exchange Visitor (J-1) Status) accompanied by 1-94 and
Unexpired Foreign Passport

Other Document with an 1-94 or Alien Number

O 0 OoOooo o oooo

If you have questions about this application, call PHP Customer Service at 1.877.459.3113.

CSHCS Clients: Mail application and required documentation to:
MDCH-CSHCS
P.O. Box 30734
Lansing, M1 48909-9852




